

Clinical Procedures
(Insert manufacturer name and logo)
HPC Processing Consent    FORM165 


Consent for Processing, storage & disposal of 

haemopoietic progenitor cells
Donor/Patient Name:

_______________________________

Medical Record No/Patient ID:
_______________________________        (Affix patient label, if available)

Date of Birth:


_______________________________

Address:


_______________________________





_______________________________

I ________________________________________, myself / guardian consent to the processing, cryopreservation and storage of my haemopoietic progenitor cells by (Insert manufacturer’s name) at (Insert institution name). 
I have been informed of and understand the requirements for collection of blood samples for testing purposes and understand that I have the right to review the test results.

I understand that my medical information is confidential and I give permission for health professionals to access information relevant for this transplantation and my clinical care.

I understand that the cells will be processed for one of the following purposes (tick one box):
( Use in my treatment (autologous transplant)
( Transplantation for the individual recipient named below:

Name of recipient: __________________________________________. 

I understand that while all possible care will be taken to ensure the successful collection, processing and storage of my cells, unforeseen circumstances may occur which can affect the viability of the cells.
If my preserved cells have not been used for transplant after a minimum period of 7 years, they will be disposed of in accordance with my instructions below, unless justification for continued storage is provided by the consultant haematologist. 

In the event that the transplant haematologist determines that my collected and/or cryopreserved cells are not suitable, or no longer required, or surplus to requirements, I consent to my cells being (tick all the appropriate boxes):

Used for development or validation of processing techniques by (Insert manufacturer name) 

Yes (    No (
Used for scientific research approved by the relevant (Insert institution name) Ethics Committee 
Yes (    No (
Disposed of in accordance with (Insert institution name) policy





Yes (    No (
For an autologous transplant:

· I will inform my transplant haematologist in writing of any change in my address or contact details. Failure to do so will result in disposal of my stored haemopoietic progenitor cells after 7 years in storage.

· My consultant haematologist may request transfer of my cells to an alternate facility for my treatment.

· I may change my mind regarding storage of my haemopoietic progenitor cells. Should I do so, I will inform my consultant haematologist. 
_________________________________
______________________________
 _____________
Consenting Adult (Please Print Name)

       Consenting Adult Signature


Date

_________________________________
______________________________
 _____________

Medical Officer (Please Print Name)

       Medical Officer Signature


Date

File completed form in the medical record. Provide copies to the donor and (Insert manufacturer name)             
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Owner: (Insert document owner’s name)
Page 1 of 1 Updated Sept 2019
Active Date: (Insert active date)

